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SPECIAL REPORT

On 20 Fune 1997 several state Attorneys General and representarives of the tobacco industry in the
United States announced that they had finalised an agreement which—if implemented by Congressional
action and adoption of consent decrees—uwould restrict the sale and promotion of tobacco products, restrict
smoking in worksites, establish goals for reductions in youth smoking (with financial penalties imposed on
the tobacco industry for failure to reach those goals), affirm Food and Drug Administration authority over
nicotine (while imposing important restrictions on that authority), require tobacco companies to pay
$368.5 billion over 25 years to compensate states for smoking-attributable healthcare costs and to fund
tobacco control programmes and research, and protect the tobacco industry from the most threatening types
of litigation it now faces. The agreement has been hotly debated within the public health community and
among tobacco control advocates.

Soon after release of the settlement agreement, several leading members of Congress appointed an Advi-
sory Committee on Tobacco Policy and Public Health. The Congressmen dirvected that the committee “will
advise us on any tobacco settlement that may be proposed and will work with us to develop a comprehen-
stve and united approach to any tobacco legislation that Congress may consider”. The committee was
chaired by former US Surgeon General C Evererr Koop and former Food and Drug Administration
Commissioner David Kessler, and included representatives of several leading medical, public health, and
tobacco control organisations (see below).

In Fuly, the committee issued its final report. Although some of the report responds to provisions in the
settlement agreement, most of it goes beyond the agreement and lays out a comprehensive tobacco control
agenda. Because of the report’s comprehensiveness, the distinguished panel which put it together, and the
important context in which it was produced, we believe this document is important and worthy of wide
dissemination. Therefore, we are reproducing below the published summaries of the major
recommendations of the commuttee’s task forces. The committee’s final report, which includes the full
reports of the task forces, is available on the world wide web <http:/lwww.science-policy.com/tobacco/
report. htm>. Print copies can be obtained at no cost from The Advisory Committee on Tobacco Policy and
Public Health; 1711 N Street, NW; Washington, DC 20036, USA; tel: +1 202 833 9500; fax: +1 202
833 2801; email: sppi@hesgroup.com.—ED
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been leaders in the debate on tobacco control.
The selection of organizations to be
represented was an especially difficult task,
inasmuch as so many highly qualified groups
with great expertise are involved in tobacco
control; nevertheless, in order to make the
Committee of manageable size, we made hard
choices to limit the number of members and
urged them to consult with a wide range of
other organizations and experts.
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The Committee has as its mission the devel-
opment of a comprehensive and rational public
health policy toward tobacco, containing clear
goals and principles, in order to provide a
benchmark against which future public and
private activities can be measured.

The Committee has met three times, each
time in open session, on June 5, June 18, and
June 25. To conduct its work, the Committee
resolved itself into five task forces on
overlapping topics:
® Regulation of nicotine and tobacco products
(Chair: American Cancer Society)
® Youth and tobacco (Chair: American Acad-
emy of Pediatrics)
® Performance objectives subgroup (Chair:
Partnership for Prevention)
® Current users of tobacco products (Chair:
American Medical Association)
® Environmental tobacco smoke (Chair:
American Lung Association)
® Future of the tobacco industry and tobacco
control efforts (Chair: Advocacy Institute).

These task forces conferred independently
and made their preliminary reports to the
Committee. Each report was discussed in open
session and amendments were made. Revised
reports were developed and summarized.

We believe that this final report speaks
loudly for itself, but it is perhaps appropriate
for us to note here what this report does not
speak to. This is not a report on past actions of
the tobacco industry or on the harm that it has
done. It is not intended to recommend how
tobacco litigation or compensation programs
for past injury should be handled. It is not a
report on liability for the past.

Rather, in keeping with the Congressional
charge, this is a blueprint for the future of
tobacco policy and public health. It is neither
incremental nor utopian. The plans outlined
are ambitious but they can be achieved within
a short time.

Most of all, this report is a document
intended to look forward, and to move the
Nation from its past injuries to future good
health. Its recommendations are to ensure
complete ability for the Food and Drug
Administration (FDA) to regulate nicotine and
tobacco products, to prevent our children from
starting to smoke, to treat those already
addicted to tobacco, and to protect
nonsmokers from involuntary exposure to
smoke. These are the goals for which all new
policy should aim. Any approach that fails
these goals fails the Nation and fails the future.

We fully recognize that there are billions of
dollars at stake here in hospital bills,
compensation, and liability costs. While these
are important issues, we believe that this
debate about the past should not distract us
from solid plans for the future. Not one of
those compensatory dollars will be well spent if
our children repeat their elders’ mistakes, if
adults continue their addiction, or if we all have
smoke in our faces. As the national debate
about tobacco continues, we urge all sides to
keep their eyes clearly on this extraordinary
opportunity for change.
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What follows is a summary of the major rec-
ommendations of each of the task forces. An
appendix has been included that contains the
full final report of each of the task forces.

We want to thank and acknowledge our col-
leagues who have joined us for this daunting
task in such a brief amount of time. We appre-
ciate the expertise, commitment, and labor that
have been contributed. We are confident that
our work together will change the debate for
the better.

C Everert Koop, MD, ScD
David A Kessler, MD

Summary of major recommendations of
the task force on the regulation of
nicotine and tobacco products
BACKGROUND

“[Nl]icotine in cigarettes and smokeless
tobacco has the same pharmacological effects
as other drugs that FDA has traditionally
regulated.”’ Indeed, it is acknowledged that
nicotine is extremely addictive and that “the
vast majority of people who use nicotine-
containing cigarettes and smokeless tobacco
do so to satisfy their craving for the pharmaco-
logical effects of nicotine; that is, to satisfy their
drug-dependence or addiction.””> Many would
argue, therefore, that the regulation of nicotine
and its delivery is itself the most essential
element of tobacco control activities.

Other components of tobacco smoke are
also toxic. The tar, carbon monoxide, and
additives contained therein are dangerous to
the health of those using tobacco and those
around them.

RECOMMENDATIONS

Regulatory policy

® DA should continue to have authority to
regulate all areas of nicotine, as well as other
constituents and ingredients, and that
authority should be made completely explicit.
® FDA should continue to have the authority
to phase out nicotine and remove ingredients
that contribute to the initiation of smoking and
dependence on cigarettes and other tobacco
products (including smokeless tobacco, pipes,
cigars, and roll-your-own tobacco), and that
authority should be made completely explicit.
® There should be »o limitations on or special
exceptions to FDA authority to regulate
nicotine, other constituents, and ingredients of
tobacco products and such a no-limitations
policy should be made completely explicit.

® The FDA should continue to have authority
to regulate further nicotine, other constituents,
and ingredients as the evidence suggests. The
best science, information, and health policy
(and not an arbitrary deadline) should drive
FDA regulatory timing and that authority
should be made completely explicit.

® The FDA should have the authority to test
nicotine levels by brand, based on the best sci-
ence and that authority should be made
completely explicit.

® Regulation of non-tobacco nicotine delivery
devices (e.g., nicotine patches, nicotine gum,
nicotine inhalers, etc.) should be done in a
manner that does not make the development
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and sale of less hazardous systems difficult and
that encourages maximum overall reduction in
disease.

Research policy

¢ FDA should have the authority and funding
to conduct research on nicotine and other
components of tobacco products.

® International exchange and scientific
conferences on nicotine and other components
of tobacco products should be convened
among private industry researchers and public
researchers (such as those from the FDA, the
Centers for Disease Control and Prevention
(CDC), the National Institutes of Health
(NIH), and the World Health Organization
(WHO)).

® Research should be conducted on the effects
of nicotine in children and adolescents.

Fiscal policy

¢ FDA should be adequately funded to carry
out its regulatory, enforcement, public
education, and research activities.

Summary of major recommendations of
the task force on youth and tobacco
BACKGROUND

More than 90 percent of people who will ever
smoke on a regular basis begin doing so prior
to the age of 19. Each day, some 3,000 children
take up the habit; the average age at which they
begin is approximately 12Y%2, although many
decide to smoke earlier if they are able. While
these children start to use tobacco for a variety
of reasons, very quickly they become addicted
to the nicotine present in the product, and
studies show clearly that children have just as
difficult a time quitting as do adults.

There are a number of reasons why children
begin to use tobacco. Among these are the
remarkably effective advertising and promo-
tion by the tobacco industry and, for many
young people, perceived benefits from the use
of tobacco, be they adult privileges, appealing
images, or the opportunity for rebelliousness.

RECOMMENDATIONS
Regularory policy
® Sale and distribution of tobacco products to
persons under age 18 should be prohibited.
® Specific and increasingly stringent targets
for the reduction of tobacco use by children
and adolescents (also known as “performance
standards”) should be established and become
binding on the tobacco industry by brand
within the next two years.” Failure by the
tobacco industry to meet these targets should
result in predictable financial penalties
sufficiently severe to act as a strong deterrent to
continued failure.
Included within this recommendation are
such specific proposals as:
* Penalties should be structured so that
failure to meet the targets directly reduces
total revenue and affects total shareholder
value.
* Such penalties should not be arbitrarily
limited or capped.
* Additional non-financial penalties should
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be imposed if tobacco companies fail to
meet such targets.
¢ Penalties should be assessed, to the maxi-
mum extent feasible, on a company-by-
company basis.
¢ Similar goals and penalties should be
established for smokeless tobacco and other
tobacco products.
® Marketing, promotion, and advertising of all
tobacco products directed at persons under age
18 should be banned.
Included within this recommendation are
such specific proposals as:
* Services, goods, and other items that
carry tobacco brand names, logos, or
imagery should be banned.
* Sponsorship of any athletic, social, or cul-
tural events using the name of tobacco
products present or future should be
banned.
* Promotion in public entertainment,
including product placement in movies and
television should be banned.
® Sales and distribution of tobacco products
through means that might make them available
to underage users should be prohibited.
Included within this recommendation are
such specific proposals as:
* Sales of tobacco products through
vending machines, mail order, Internet
and other electronic systems, and self-serve
displays should be banned.
* Sales of tobacco products near schools,
playgrounds, and other areas where children
congregate should be banned.
¢ Sales of tobacco products near health care
facilities should be banned.
® The distribution of tobacco products
through free samples or through individual or
small sales should be banned.
® States should license all participants in
tobacco sales (e.g., manufacturers, distribu-
tors, wholesalers, importers, etc.), and
penalties for violations of sales to minors
should be strict enough to ensure compliance
with the law.
® Both State and Local governments should
be allowed to enforce violations of such restric-
tions and licensing requirements.
® The warning and product content labeling
on all tobacco products should be
strengthened.
® Schools and other child-service institutions
should adopt and enforce a “zero-tolerance”
policy against tobacco use that applies to both
minors and employees.
Included within this recommendation are
such specific proposals as:
* A zero-tolerance policy should apply not
only at school or on-site, but also to all
sponsored events and other sanctioned
activities.
* A zero-tolerance policy should include
the banning of the wearing and carrying of
clothing and other items that include
promotional material for tobacco products.

Public education and other public health policy
® Broad programs of counter-advertising
should be required in all media markets and
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should be funded or supported by the tobacco
industry.

® Schools should implement the Centers for
Disease Control and Prevention guidelines to
prevent tobacco use and addiction.

® Schools should institute comprehensive
tobacco prevention programs from pre-
kindergarten through 12th grade, and such
programs should be funded or supported by
the tobacco industry.

® IMPACT and ASSIST grants* programs
should be continued and strengthened.

® Partnerships between public entities (such
as schools) and businesses should be instituted
to help achieve continued reduction in
underage use of tobacco products.

® Health care providers should be educated
about effective means to prevent children from
beginning tobacco use.

® Tobacco use by children and adolescents
should be included as an outcome measure in
assessing the quality of health care services (e.g.,
in the Health Plan Employer Data and Informa-
tion Set (HEDIS) and other National Commit-
tee on Quality Assurance (NCQA) reviews).

Research policy

® Research should be conducted on the

reduction of underage tobacco use.
Included within this recommendation are
such specific proposals as research on:
* Methods of identifying children who are
likely to begin (or increase) use of tobacco
products.
* The effectiveness of current prevention
and education efforts on youth consump-
tion.
* Children’s and parents’ attitudes and
beliefs about tobacco use and the
perception of risk, understanding of
addiction, and the long-term consequences
of tobacco use by children.

Fiscal policy

® Excise taxes on tobacco products should be
dramatically increased and should be indexed
to inflation.’

® Fines from performance standards viola-
tions should not be tax-deductible.

® Fines from performance standards viola-
tions should be used to support activities to
reduce tobacco consumption, with emphasis
on activities designed to reduce consumption
by children and adolescents.

® The enforcement of regulations and the ini-
tiation of public education, public health, and
research efforts should be funded by these
excise taxes, fines from performance standards
violations, and by other funds from the tobacco
industry.

® A new non-profit corporation to support
tobacco prevention and control programs
should be established in the private sector and
should be funded by the tobacco industry, by
excise taxes, and by fines from performance
standard violations. The start-up of the
non-profit corporation and its educational
activities should begin at the earliest possible
time.
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Summary of major recommendations of
the task force on current users of tobacco
products

BACKGROUND

Some 50 million Americans are now addicted
to tobacco. One of every three long-term users
of tobacco will die from a disease related to
their tobacco use.® Nicotine, a major constitu-
ent of tobacco, is highly addictive and
“cigarettes and other forms of tobacco are just
as addicting as heroin and cocaine. . . .”” Simi-
larly, withdrawal from this addiction is like
withdrawal from other highly addictive
substances. About 70 percent of smokers want
to quit, but less than one-quarter are successful
in doing so.

The Agency for Health Care Research and
Policy has issued smoking cessation clinical
practice guidelines® that lay out recommenda-
tions for primary care clinicians, smoking cessa-
tion specialists, and health care administrators,
insurers, and purchasers. These guidelines are
often cited as the framework for providing and
evaluating smoking cessation services.

In a separate but related area, it should be
noted that cigarette-caused fires are the leading
cause of deaths from residential fires. It is
argued that many such fires could be prevented
by changes that would reduce the burn charac-
teristics of cigarettes.

RECOMMENDATIONS

Regulatory policy

® Coverage for tobacco wuse cessation
programs and services should be required
under all health insurance, managed care, and
employee benefit plans, as well as all Federal
health financing programs (e.g., Medicare and
Medicaid). Such coverage should be provided
as a lifetime benefit rather than as a one-time
opportunity to “kick the habit”.

® Tobacco wuse cessation programs and
services should be available to adults,
adolescents, and children who are addicted to
tobacco products, regardless of their insurance
status or ability to pay.

Public education and other public health policy

® The smoking cessation guidelines issued by
the Agency for Health Care Policy and
Research’® should serve as the cornerstone for
health care providers engaged in clinical
practice.

® Courses on the prevention, treatment, and
control of tobacco use, including cessation,
should be made a part of the core curriculum
in the education of health professionals.

® Tobacco wuse cessation programs and
services should be made widely available. Spe-
cific cessation programs and services should be
developed for specific populations, including
children, women, racial and ethnic minorities,
and individuals with limited literacy.

® Substantial public education efforts de-
signed to inform tobacco users about both the
health hazards of tobacco and the availability of
tobacco use cessation programs and services
should be undertaken.
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® DPolicies designed to reduce the number of
fires caused by tobacco products should be
developed and implemented.

Research policy

® Research efforts designed to evaluate the
effectiveness of tobacco use cessation
programs, services and therapeutics should be
undertaken.

® Research projects should include work on
smokeless tobacco and cigar use as well as
cigarette smoking.

® Research projects should focus on the
development of tobacco use cessation
programs and services for pregnant women,
children, and adolescents.

® Research efforts designed to evaluate the
effectiveness of public education and public
health policies in successfully encouraging cur-
rent users of tobacco products to attempt ces-
sation efforts should be undertaken.

Fiscal policy

® Tobacco wuse cessation programs and
services should be funded or supported by the
tobacco industry at a level sufficient to ensure
that they are provided universally and in a
manner most likely to prove effective.

® Research efforts related to the development
of effective tobacco use cessation programs
and services should be funded or supported by
the tobacco industry.

Summary of major recommendations of
the task force on environmental tobacco
smoke

BACKGROUND

Second-hand or environmental tobacco smoke
(ETS) is no longer considered just an unpleas-
ant side effect of cigarette smoking. Scientific
evidence now indicates that nonsmokers
become seriously ill or die because of exposure
to the toxic smoke produced by other people’s
active smoking and the U.S. Environmental
Protection Agency has classified ETS as an
agent known to cause cancer in humans.”” ETS
is believed to cause tens of thousands of deaths
each year and to cause or exacerbate cardiovas-
cular and pulmonary illnesses in hundreds of
thousands additional individuals.

ETS is of particular concern with regard to
children. Children are powerless to control
their exposure to ETS and yet, because of their
young age, are most adversely affected by
exposure to this agent. The EPA estimates that
exposure to ETS from parental smoking alone
causes as many as 300,000 lower respiratory
infections per year in infants under the age of
18 months."

Efforts to control second-hand smoke have
been undertaken at Federal, State, and Local
levels of government. The Federal government
has banned smoking in federally- assisted pro-
grams for children and on domestic airline
flights. Forty-eight States and the District of
Columbia have enacted laws that, in some way,
restrict smoking in public places. Local
governments have usually led the way in these
efforts; over 800 local communities have
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adopted significant restrictions on smoking in
public places and workplaces.

RECOMMENDATIONS
Regulatory policy

® I egislation or regulations should be enacted
and enforced by Local, State, and Federal gov-
ernments to eliminate exposure to second-
hand smoke.

Included within this recommendation are

such specific proposals as:

* Smoking should be banned in all work

sites and in all places of public assembly,

especially those in places in which children
are present.

* Smoking should be banned in outdoor

areas where people assemble, such as

service lines, seating areas of sports
stadiums and arenas, etc.

* Schools should be required to be 100 per-
cent smoke-free in all areas of their campuses.
® Smoking should be banned on all forms of
public transportation, including bus, train,
commuter services, and flights originating in or
arriving at the U.S.
® Smoking should be banned at all Federal
workplaces, including branches of the military
and the Department of Veterans’ Affairs and its
hospitals.

Public education and other public health policy

¢ A comprehensive public education and
public awareness program about the dangers of
ETS should be funded and implemented by
Local, State, and Federal levels of government.
e State and local school boards should revise
school health education programs to include
information on ETS and its health effects.

Research policy

® Federal health agencies should complete a
risk assessment of the cardiovascular effects of
ETS.

Fiscal policy

¢ Economic incentives for smoke-free work-

places should be developed.
Included within this recommendation are
such specific proposals as:
* Insurers should be encouraged to take
into account worksite smoke-free policies in
assessing appropriate premiums for health
insurance, business insurance, and workers’
compensation coverage.

Summary of major recommendations of
the task force on the future of the tobacco
industry and tobacco control efforts
BACKGROUND

This task force reviewed three basic areas and
made recommendations regarding each one.
The three areas were: (1) common threads of
domestic tobacco control efforts that cut
across all other task force recommendations;
(2) activities to aid those Americans who will
be disadvantaged through no fault of their own
by tobacco control policies; and (3) U.S. activi-
ties that can assist in tobacco control
internationally.
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In the first area, it is clear that many of the
problems identified by the other four task
forces have common sources and potentially
common solutions. Most of these task forces
made recommendations, for example, oppos-
ing peremption of State and local standards.
Rather than repeating these proposals in each
task force summary, these suggested actions
are consolidated here: They should be read to
be a part of each task force, unless specific cir-
cumstances dictate a narrower approach as
reflected in the respective task force summary.
In the second area, this task force reports that
tobacco farmers and farm communities are at
severe economic risk as comprehensive
tobacco control policies take effect. Most
Americans consider the tobacco farmer to be
as much an econommic victim as a participant in
the manufacture of tobacco products and sup-
port government efforts to help tobacco farm-
ers find other means of making a living.

In the third area, this task force focused on
the need for international tobacco policy to
which the U.S. could make a substantial
contribution. According to the World Health
Organization, in the early 1990’s, tobacco use
caused three million deaths a year worldwide;
WHO goes on to project that within the next
twenty to thirty years, this number will rise to
ten million deaths a year, with 70 percent of
those deaths occurring in developing countries.
Many of these deaths and projected deaths can
be attributed to the increasingly aggressive
marketing efforts of U.S.-based transnational
tobacco companies.

RECOMMENDATIONS—TOBACCO CONTROL
EFFORTS
Regulatory policy
® Any Federal or State regulation of tobacco
products should contain unambiguous non-
preemption provisions, expressly clarifying that
higher standards of public health protection
imposed by State and Local governments are
preserved.
® Federal, State, and Local tobacco control
regulations should be aggressively enforced
and such enforcement activities should be fully
funded and supported.
® All currently available avenues of litigation,
both civil and criminal, must be fully
preserved.
® All elements of Federal, State, and Local
tobacco control policies should be enforceable
through lawsuits sought by individual citizens.
e All internal tobacco company documents
that bear upon the public health must be
disclosed.
Included within this recommendation are
such specific proposals as:
* Disclosure of the companies’ and their
affiliates’ public relations, advertising,
promotion, marketing, and political activi-
ties.
* Disclosure of all information inappropri-
ately shielded by an assertion of
attorney-client privilege.
* Disclosure of all technical and health/
safety data (with a possible exception for
those true trade secrets that the companies
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can clearly establish have no health implica-
tions)
¢ Disclosure of all information related to
marketing, including opinion and behavio-
ral research; and the targeting of children,
women, and racial and ethnic minorities.
*Disclosure of all documents relating to the
effects of second-hand smoke.
® A Federal oversight board should be
established to investigate all matters relating to
public health and tobacco products and the
tobacco industry.
Included within this recommendation are
such specific proposals as:
¢ The board should have investigative
authorities, including subpoena power, nec-
essary to investigate all matters regarding
tobacco policy and public health.

Research policy

® The collection and analysis of comprehen-
sive data on tobacco use, behavior, attitudes (at
national, regional, state, and local levels)
should be funded or supported.

® Federal agencies and their partners should
support programs to research, develop, and
disseminate information regarding innovative
interventions, including demonstration
projects for implementing effective interven-
tions.

Fiscal policy

® Significant excise taxes (indexed to
inflation) should be imposed upon tobacco
products, both as a means of reducing
consumption”” and as a means of raising
reveniues as one source of support for tobacco
control activities.

® All tobacco control activities (including
education, counter-advertising, smoking cessa-
tion, etc.) funded or supported in whole or in
part by the tobacco industry should be
developed and implemented in a manner
entirely independent of the industry.

® Fines, punitive damages, and other forms of
financial punishment imposed on the tobacco
industry and its affiliates should not be
recognized as an ordinary business expense
and should not be tax-deductible or given
other special tax treatment.

® Fines collected for failure to meet perform-
ance standards or violations of sales and
promotion restrictions should be used for
tobacco control activities.

® Funding for Federal, State, and Local
tobacco control activities (including regulation
and enforcement activities) should be
sufficient to allow the effective conduct of such
efforts.

® Funding for nongovernmental tobacco con-
trol activities should be sufficient to allow the
effective conduct of such efforts. Particular
emphasis should be placed on community pro-
grams for racial and ethnic minorities.

® Future smoking cessation programs and
services should be entirely financed by the
tobacco industry, regardless of location of
service delivery or initial source of payment.
Individuals and third-party payors (both
public and private) should receive full
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Table 1

At the end of Reduction target

Year 2
Year 3
Year 4
Year 5
Year 6
Year 7
Year 8
Year 9
Year 10

15%
20%
25%
30%
40%
50%
55%
60%
65%

reimbursement (or subrogation, as appropri-
ate) for the costs of all future smoking
cessation programs or services, without restric-
tion on extrapolation, aggregation, or other
means of consolidation.

RECOMMENDATIONS—TOBACCO FARMS AND
FARM COMMUNITIES

Public education and other public health policy

® A blue-ribbon panel should be established
to oversee tobacco growing, manufacturing,
and marketing policy, including the history of
domestic and foreign tobacco purchases. This
panel should provide both short- and
long-term  strategies for reducing the
dependence of tobacco-growing States and
communities on tobacco, including recom-
mendations for the provision of economic
development assistance.

Fiscal policy

® An economic assistance and development
fund should be established (and funded by the
tobacco industry) to assist tobacco farmers and
their communities in developing alternatives to
tobacco farming. Economic conversion funds
should also be provided to assist tobacco
manufacturing workers and related non-farm
workers.

® Federal price support programs for tobacco
should be eliminated.

RECOMMENDATIONS—INTERNATIONAL TOBACCO

POLICY

Regulatory policy

® The U.S. should actively promote tobacco

control worldwide.
Included within this recommendation are
such specific proposals as:
¢ The U.S. should actively promote the glo-
bal adoption of U.S. domestic tobacco con-
trol policies through all appropriate interna-
tional activities.
* The U.S. should support the develop-
ment and implementation of tobacco
control activities by multilateral organiza-
tions, including the Pan-American Health
Organization, the World Health Organiza-
tion, UNICEF, and the Framework
Tobacco Control Convention.
* The U.S. should support the develop-
ment and implementation of tobacco
control activities by non-governmental
organizations.
¢ The U.S. should support bilateral and
multilateral treaties making the Framework
Convention legally binding on all countries.
* The U.S. should remove tobacco
products from Section 301 of the 1974
Trade Act and should prohibit U.S. govern-
ment interference in international activities
or the national tobacco control activities of
other countries.
* The U.S. should support the develop-
ment of a non-governmental International
Tobacco Control Commission, governed by
public health leaders. Such a commission
would (1) monitor international control
efforts; (2) develop uniform standards,
review procedures, and provide support for
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non-governmental organizations advocating
tobacco control; and (3) administer an
international information exchange of all
available tobacco industry documents.

Research policy

® The U.S. should support international
research efforts to determine the most effective
means of preventing the initiation of tobacco
use and of smoking cessation.

Fiscal policy

® The U.S. should provide financial support
for international governmental and non-
governmental efforts to control tobacco use.

1 61 Fed. Reg. 168, 44661 (1996).

2 Id. at 44636 (comments of the American Heart Association,
the American Lung Association, and the American Cancer
Society).

3 In its deliberations, the Advisory Committee recommended
that a ten-year plan be established that is at least as strong
as the following (table 1).

4 IMPACT grants are administered by the Centers for
Disease Control and Prevention. ASSIST (American Stop
Smoking Intervention Study) grants are administered by
the National Institutes of Health.

5 Economic analyses suggest that children’s use of tobacco is
significantly affected by price increases of $2 per pack or
more.
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